Fibrous dysplasia (FD) is a skeletal developmental disorder of the unknown etiology, uncertain pathogenesis, and diverse histopathology with one-fourth involving head and neck. The aim of this article is to report a rare case of craniofacial FD of the maxillary sinus as an etiology of trigeminal neuralgia treated with radiofrequency lesioning.
Introduction
Fibrous dysplasia (FD) is a skeletal developmental disorder of the bone-forming mesenchyme that manifests as a defect in osteoblastic differentiation and maturation. It is a benign bone disorder of uncertain pathogenesis, and diverse histopathology. Cranial or facial bones are affected approximately in 30% of the patients. [1, 2] Although the maxilla and mandible are most commonly involved, maxillary sinus involvement is rare and furthermore, rarely involves foramen ovale (FO) consisting trigeminal nerve. [2] Because of involvement of trigeminal nerve it can mimic trigeminal neuralgia (TN). TN or tic douloureux is defi ned as paroxysmal and/or recurrent attack of pain lasting from a fraction of second to few minutes, involving one or more divisions of fi fth cranial nerve. [3] Onset is usually after 40 years of age with a peak occurrence between 50 and 80 with a female preponderance (female/male ratio-1.74:1). TN is twice as common on the right side than left side. [3, 4] during this time, and the drugs were discontinued. In the third trimester of pregnancy, the patient had severe pain and was managed with infraorbital nerve block with local anesthesia. The patient received infraorbital block 3 times during pregnancy and lactation period and had good pain relief for few months and was planned for radiofrequency (RF) lesioning of V2 division at a later date.
Pre-anesthetic workup for RF lesioning of V2 division of TN was done. Routine investigations along with special investigations such as X-ray PNS, X-ray skull, MRI Brain, PET CT Scan and 3D CT Scan were done to know the extent of FD [ Figure 1 ] and displacement of FO [ Figure 2 ). The reports are in Table 1 .
Procedure
The patient was positioned in the supine position with neck slightly extended. After prophylactic antibiotic, standard hemodynamic parameters were monitored every 5 min until the end of the procedure. Fluoroscopic guidance was used to confi rm the position of FO and to determine the direction of the RF needle. The fl uoroscope was positioned to get an occipito-submental view (water's view). A 15-20° tilt to the ipsilateral aff ected side was given to improving visualization of the FO. The FO could not be visualized clearly in view of overlapping maxillary FD. We used a 10 cm 20G RF needle with a 5 mm straight uninsulated tip. The needle entry point was midpoint of FO, which turned out to be 4 cm from the corner of the mouth. Under all aseptic precautions, the skin over the needle entry point was anesthetized with 1% lidocaine. Once we aligned needle to FO and achieved desired depth, sensory stimulation was carried out at 50 Hz and motor stimulation done at 2 Hz. The defi nitive position of the electrode was verifi ed by inducing paresthesia as expressed by the patient with sensory stimulation between 0.1 and 0.3 V in the aff ected painful area. The patient was given intravenous sedation with injection propofol 1 mg/kg and injection fentany l 2 mcg/kg during RF lesioning. The RF lesion was done for 3 times at the level of clivus at 70° for 90 s each. On awakening from sedation, the patient had complete pain relief and numbness over V2 division of trigeminal nerve.
Discussion
This is a rare case of maxillary sinus FD-causing narrowing of the FO leading to TN. As we know by now that FD is a benign bone disorder of an unknown etiology, uncertain pathogenesis and diverse histopathology, [1, 2] TN is a severe, almost exclusively unilateral, neuropathic pain located within the distribution of the fi fth nerve manifesting as paroxysmal high-intensity jabs or stabs lasting seconds. [3, 5] FD rarely aff ects the head and neck region. Moreover, the involvement of the paranasal sinuses is rare. Although the maxilla and mandible are most commonly involved, maxillary sinus involvement is rare. [6, 7] Classically TN is managed with drug therapy. Other treatment modalities such as peripheral nerve blocks and surgical options -microvascular decompression, stereotactic radiosurgery, percutaneous microcompression rhizolysis are reserved for cases refractory to medical management. [8, 9] RF lesioning has become as an alternative therapy to avoid the adverse effects associated with medications and invasive surgical procedures. [10, 11] It is safe, effi cacious minimally invasive and target selective nature. In this case, performing radio frequency lesioning was diffi cult as the localization of the FO was diffi cult due to the anatomical distortion by the FD, which could be managed with good imaging technique. However, the patient had complete pain relief following the RF lesioning and discharged with a prescription.
Conclusion
FD is a nonneoplastic lesion of unknown origin involving head and neck. This is a rare case of FD of the maxillary sinus as an etiology of trigeminal neuralgic pain successfully treated with RF lesioning.
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